The aim of this study was to explore the degree and determinants of satisfaction of family members of patients being cared for in an Australasian intensive care unit. This was a prospective observational study that took place within a mixed medical/surgical, level three intensive care unit. One hundred and eight family members of patients staying in the intensive care for more than 48 hours were identified. Eight were excluded because next of kin contact details were unavailable. A questionnaire was posted to next of kin four weeks after intensive care unit discharge. Subjects who had not responded after four weeks were contacted by telephone and, if consent was given, a phone questionnaire was performed. Evidence of family meetings with the social worker or medical staff was sought in the patients' case notes retrospectively. Family satisfaction was measured using a 10-item questionnaire incorporating visual analogue scales. Seven subjects refused to participate. Fifty-nine responded by post and a further 25 agreed to a phone interview. Nine subjects were unable to be contacted. Eighty-four family members were included, 73 of patients who survived. Overall family satisfaction was a high 8.0 (interquartile range 6.5 to 9.5). Highest scores recorded were for communications with nursing staff (9.0), while lowest scores were for frequency of doctors' communication (7.0). Families who had meetings with the social worker or medical staff were less likely to report dissatisfaction (relative risk 0.14; confidence interval 0.03 to 0.59; P=0.08; relative risk 0.23; confidence interval 0.07 to 0.81; P=0.02).
Clinical audit aimed at assessing the quality of healthcare delivery is becoming an increasingly important part of healthcare. A key component in the assessment of quality of care is the measurement of patient and family satisfaction. Critically ill patients are incapacitated due to the severity of their underlying condition, sedation or delirium, to the extent that they are unable to comprehend information or participate in decisions regarding their care. Family members are therefore frequently required to play a pivotal role in daily decision-making. Most patients in critical care prefer that their family members be relied on for decision-making, even when the families' wishes and those of patients contradict each other 1 . Consequently, the perspectives of family members of patients in an intensive care unit (ICU) are important when considering the quality of patient care and family satisfaction with care. Furthermore, mortality rates in tertiary referral ICUs may approach 15 to 20% and some of those who survive have a prolonged need for medical care and some do not make a full recovery. Families need support and information while taking responsibility for important decisions 2 .
In the critical care setting with particular reference to Australasia, studies on family satisfaction are few in number and limited in scope. One study performed in the USA reported greater satisfaction of families with their ICU experience where patients had died in the ICU, in contrast to families of survivors 3 . One possible explanation for this is that doctors may spend more time with the families of dying patients and this leads to improved satisfaction in those families 3 . It is not known whether similar differences in family satisfaction would exist in an Australasian population.
This study's principal aim was to determine family members' levels of satisfaction concerning the care that they and their critically ill relatives received while in an Australian ICU. The secondary aim was to identify the aspects of care associated with reduced or improved satisfaction.
MATERIALS AND METHODS

Participants
One hundred and eight consecutive patients staying in the Royal Adelaide Hospital ICU for more the 48 hours were identified as potential recruits for the study. Eight were excluded because next of kin details were not available. The study population thus consisted of the family members (next of kin) of 100 patients. The study was conducted between March and August 2008. Family members completing the questionnaire visited the patient at least once during the patients' stay in ICU.
Study plan and design
The survey packet was mailed to the family four to six weeks after ICU discharge, addressed to the 'family of (patient's name)'. The packet included a cover letter explaining the study, a family satisfaction questionnaire, a form giving an option to refuse consent and a stamped return envelope. For the families of patients who died while in ICU, the questionnaire package included a letter of condolence. If there was no response to the first letter, a follow-up phone call was made. On that occasion the family member had the opportunity to either participate in the study or withdraw. If the family member agreed to participate then the questionnaire was filled in by one of the authors over the telephone. De-identified patient demographic data and details about their admission were obtained from the ICU database and entered into the study spreadsheet.
The study was approved by the Royal Adelaide Hospital Research Ethics Committee. There was no separate consent form for the study and participation in the study was taken as implied consent. Responses were kept confidential and were not revealed to the medical or nursing team who dealt with the patient while in ICU. This was made clear to the families on contact. The families were also informed that all data were de-identified thus ensuring confidentiality and patient privacy.
Outcome measures
The questionnaire had a set of 10 questions dealing with different aspects of patient care ( Table 1) . A Visual Analogue Scale scoring system graded from poor to excellent was used which corresponded to 0 to 10 on the Visual Analogue Scale. A numerical score was obtained for each question. A mean satisfaction score across all 10 items was calculated, with a score of ≥5 indicating overall satisfaction. Evidence of family meetings with the social worker or medical staff and educational status was sought in the patients' case notes retrospectively.
Sample size and statistical analysis
For the study to have 80% power to detect a difference in mean satisfaction scores of approximately 1.25 units between relatives of survivors (estimated 30% of sample) and relatives of non-survivors (estimated 70% of sample), a total of 64 patients was required. This sample size was inflated to 100 to account for expected non-response Table 1 Questionnaire given to the study participants. The subjects were asked to grade their experience from 0 to 10 as indicated by the accompanying scale.
Question 1
Your involvement in the decision-making with regards to your relatives in critical care (30%) and the use of non-parametric tests in the statistical analyses (10%). Continuous data are presented as medians and interquartile ranges (IQR), while categorical data are presented as frequencies and percentages. Wilcoxon tests were used to analyse continuous satisfaction scores. Univariate log binominal regression models were employed to analyse the association between age, Acute Physiology and Chronic Health Evaluation II scores, length of stay in the ICU, method of contact and binary satisfaction levels.
RESULTS
The number of family members suitable, approached and recruited to the study are shown in Figure 1 . Of one hundred people contacted, 84 participated. The results of the questionnaire are shown in Tables 2 and 3. 108 assessed for eligibility 8 had no next of kin details 100 approaced by mail 84 subjects recruited 25 gave phone interview Mortality rate 28% 84% median score >5 54 responded by post Mortality rate 7% 90% median score >5 7 refused to participate 9 could not be contacted The median overall satisfaction score was 8.0 (IQR 6.5 to 9.5). Ten (12%) families had median overall scores <5. Highest scores recorded were for communications with nursing staff and for courtesy, respect and compassion (median 9.0, IQR 6.5 to 10.0), while lowest scores were for frequency of doctors' communication (median 7.0, IQR 5.0 to 9.0). Fourteen (17%) families gave a score <5 for communication by medical staff.
The demographics of the patient group are summarised in Table 4 . Log binomial regression models did not reveal any association between patient demographics and dissatisfaction (Tables 4  and 5) .
The difference in the responses of families of survivors and non-survivors is shown in Figure 2 . Families of non-survivors were less likely to respond to the initial postal questionnaire (P=0.003). There was no difference in the satisfaction of the families of patients who died compared to those who survived (median score 7.2, IQR 5.4 to 9.0 vs 8.0, IQR 6.8 to 9.5, P=0.29). Patients who were phoned reported lower satisfaction scores compared to patients who were contacted by mail (median score 7.6, IQR 5.4 to 8.4 vs 8.1, IQR 6.9 to 9.5, P=0.039). Families who had documented meetings with the social worker or the medical staff were less likely to report dissatisfaction with their support in the ICU (relative risk 0.14; confidence interval 0.03 to 0.59; P=0.08; relative risk 0.23; confidence interval 0.07 to 0.81; P=0.02). Graduates were more likely to report satisfaction than non-graduates (relative risk 16.6; confidence interval 6.1 to 44.7; P <0.001).
DISCUSSION
This is the first study to examine family satisfaction with ICU care in an Australasian population. It has demonstrated that the majority of respondents were satisfied with their relative's overall care. In contrast to previous studies, however, there was no difference in the reported satisfaction of families of patients who died compared to those who survived. However, families were more likely to report satisfaction with care if there was a documented meeting with medical staff or social worker in the case notes. The results of the questionnaire also demonstrated that family members were less satisfied with their interactions with the medical than with the nursing staff.
The high level of satisfaction is consistent with the findings of other authors 2,3 . In particular, patientcentred aspects of care such as courtesy, respect and compassion given to both family members and the patient scored highly.
A recent survey undertaken in the United States 3 which included 539 family members demonstrated that the families of patients dying in the ICU were more satisfied with their ICU experience than families of ICU survivors. The reason for this difference could be due to the fact that clinical staff may spend more time with the families of dying patients. In contrast, Heyland et al 2 demonstrated that the families of dying patients and the families of survivors were equally satisfied with most aspects of care their loved ones received. Our results are similar to those of Heyland et al 2 . This may reflect the ethos of staff working in the unit that supporting ICU family members should extend equally to families of survivors and non-survivors during the ICU stay.
We also found that next of kin satisfaction was higher with nurses' communications compared to communications with other medical staff. This finding is also similar to that reported by the Canadian study 2 . It is conceivable that there are more nursing staff relative to medical staff in the ICU and, hence, nurses having more opportunities to spend time caring for patients allows them to develop closer relationships with family members. The reduced satisfaction with medical communication is an important issue which should be addressed at individual and training levels. Improved communication with families can improve outcomes both for themselves and facilitate appropriate management of the patient. This is supported by the results of this study suggesting that family meetings with a social worker or medical staff are associated with improved family satisfaction. Recently, a randomised trial performed in France showed that improving communication and support of families with a loved one dying in the ICU can significantly reduce subsequent symptoms of depression, anxiety and post-traumatic stress disorders 4 . Prior studies have suggested that these symptoms can also be a significant burden for the families of ICU survivors 5,6 . It is therefore important to address the issue of communication with families of patients in the ICU in order to reduce the incidence and severity of these sequelae. Furthermore, recent data suggest that surrogates often lack confidence in physicians' predictions of outcome 7 . Although it is a subject that has not yet been studied, it is likely that increased rapport with families will increase confidence in physicians' management and outcome predictions. Skills in communication are therefore important for the ICU specialist.
The comprehension of information provided is likely to affect the degree of satisfaction with attempts at communication. One study demonstrated that over half of the families interviewed had poor comprehension of what was said, but half of these families did not ask for more information. Degree of satisfaction was not determined in this study so it was unclear whether the family members were unhappy with the communication offered 8 . In the current study families reported a good understanding of the information they were given (Question 7). However the finding that family members with a higher level of education had a greater degree of satisfaction with care suggests that this group may have had a better understanding of the explanations and support given to them. Whether lack of comprehension about what physicians say significantly affects satisfaction with care remains to be determined.
A strength of this study was the very high response rate with only 16 (of 100) family members not providing information. The study, however, does have several limitations. Only families of patients who had spent 48 hours or more in the ICU were enrolled in this study, as it was felt that this period of time was essential for families to get acquainted with medical and nursing staff and vice versa. It is unclear whether the results would have been different if families of patients who stayed less than 48 hours were included. However, it was felt that the high response rate would not have been achieved if this were the case. The high response rate was achieved in part because of contact made by phone if the questionnaire was not returned by post. Nonetheless, family members contacted by phone were more likely to give a poor score than those contacted by post. This raises the possibility that the two methods of scoring may not have been interchangeable. For example, family members may have found the phone call intrusive but it could also reflect a reluctance to return the questionnaire if the experience was a negative one. Another possibility is a failure to comprehend the scoring system, however this is unlikely since every respondent contacted by telephone had received a detailed letter beforehand explaining how to mark each question. A further important limitation was that as our population was predominantly Caucasian and from a single centre, our results may not be generalisable to other hospital or cultural settings and geographic regions, even within Australasia.
This study highlights several important issues for all ICU families. The fact that the medical staff scored worse than nursing staff in our study is an important one that needs more attention in terms of training and commitment. The desire for information is a common theme among ICU families regardless of whether the patient lives or dies 9 . In fact, clinician-family communication is possibly the most important factor affecting family satisfaction in the ICU. There are a number of modifiable factors regarding family communications. Examples include allowing family members more time and more opportunities to speak during conferences 10 , improving communication skills of the attending physician 10 , recognising the impact of critical illness on the psychology of family members of intensive care unit patients 11 , providing consistent information to the family members by avoiding contradictions in the information given to the families 12 , helping to resolve conflicts among family members by mediating through difficult times and being open and honest about the patient's likely outcome, implementing a program which permits a flexible visitation policy and more oppurtunities for family members to spend time with their loved ones while in ICU, consulting a spiritual advisor or a religious head when appropriate and amalgamating data regarding family satisfaction with care in ICU patients into the overall ICU quality improvement program 13 . It would be useful to assess the effect of changes such as these on family satisfaction.
CONCLUSION
This study has demonstrated that the majority of families are happy with their care in the ICU. Families are an integral part of modern ICU management and further research is needed to identify ways to improve the experiences of families of critically ill patients. Increasing the quality and quantity of physician-patient communication may lead to family members being more satisfied. This may in turn improve the long-term psychological wellbeing of this group. An improved understanding of the factors that affect satisfaction with the care provided in ICUs is likely to enhance the effectiveness of resources being used in critically ill patients. Since families were more likely to report satisfaction with care if there was a documented meeting with medical staff or a social worker in the case notes, it is important that due recognition is given to these meetings and subsequently the outcome of these meetings should be transcribed in the case notes. The educational background of a family member also matters when it comes to satisfaction with care. A non-graduate family member is more likely to be dissatisfied than a graduate family member and hence more efforts should be taken to prevent such occurrences. Family meetings are regularly held in the ICU but subsequent documentation is sometimes overlooked which should be avoided and, as this study demonstrates, incorporating the input from social workers is vital in improving the relationship with the families of patients admitted to ICU and in providing a level of care which is satisfactory.
